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May 20101326 Letters to the EditorIt is interesting that the survey from the Department of
Vascular Surgery at the Middlesex and Royal Free Hospital Med-
ical School supports our major findings that EVAR has a bigger
impact on sexual function than previously anticipated. The col-
leagues found a major and significant shift in the ability to achieve
“intercourse at will” following EVAR.
It is obvious that we do not have enough knowledge in this
area. It is known that claudication can emerge from coiling of the
hypogastric arteries – what about impact onmale sexual function in
EVAR patients, who need that complementary treatment? Can the
stretching of the autonomic nerves by the aneurysm itself be more
reduced (improved nerve function) following an open compared
with an endovascular procedure? Not all EVAR patients see a
reduction in diameter of the aneurysm.
Single publications, as ours, even demonstrate worse outcome
with EVAR in a long-term perspective on the sexual function. Few
studies have a good scientific design. A randomized study showed
a negative impact from both EVAR and open repair in the early
postoperative period. After 3 months, sexual dysfunction levels are
similar in both groups.1
Sexual function is complex and is not only influenced by
physiological variables, as mentioned above, but also from quality
of life, including anxiety. EVAR often includes a life-long follow
up, indicating, for the patient, the continuing presence of a risk.
Some studies exhibit a significant improvement in Health Related
Quality of Life 6 months and 1 year after open repair, which could
not be seen with EVAR.2,3
Mentioned and unknown facts might, as single entities or in
different combinations, have an influence on sexual function fol-
lowing endovascular interventions.
In summary, the impact of EVAR on postprocedural sexual
function needs to be better elucidated through a physiological as
well as a quality of life approach, especially in the long-term
perspective.
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Regarding “A modified technique for iliac artery
branched endografting using a ‘tromboned’ technique”
We read with interest the report by Tielliu et al1 of their
modified technique for branched iliac endograft insertion. The
standard method for branched endograft deployment involves
retention of the through-and-through wire access (from the ipsi-
lateral common femoral artery, outside the external iliac compo-
nent, through the internal iliac branch and themain body, and over
the aortic bifurcation to the contralateral groin) until after posi-
tioning of the covered stent, which ‘bridges the gap’ between theinternal iliac artery and the distal part of the branch (which is only
available in a diameter of 8 mm, not 6 mm as stated). The authors
advocate using the through-and-through wire to deliver a 10
French sheath into the branch, and thereafter ‘tromboning’ a 7
French sheath into this, withdrawing the through-and-through
wire prior to catheterization of the internal iliac artery. The reason
given for this modification is avoidance of the difficulties associated
with working with parallel wires in one sheath, and also to possibly
allow better alignment of the branch with the internal iliac origin.
We would caution against adopting the technique described for
the following reasons:
1. Once the 10 French sheath is positioned in the iliac side branch,
with the 7 French sheath within it, withdrawal of the through-
and-through access as suggested will make it very difficult to
reposition or reorientate the side branch if catheterization of
the internal iliac origin proves difficult. Furthermore, in the
event that the side branch is successfully catheterized, pulling
down the main device ‘over the rails’ of the 7 and 10 French
sheaths risks kinking of the iliac branch when the sheaths are
withdrawn, since the origin of the internal iliac is often quite
posterior in the aneurysm sac, compared with the external iliac
ostium.
2. The primary reason for maintaining the through-and-through
wire is the stability that it affords to the up-and-over sheath,
while the bridging stent graft is advanced across the bifurcation.
The cranially-directed forces during this maneuver may be
significant; however, maintaining tension on the through-and-
through wire should prevent against subluxation of the cross-
over sheath, which the authors have described as happening
several times early in their experience. To suggest, as the
authors do, removal of this through-and-through wire prior to
insertion of the bridging stent graft ignores its potential as a
valuable stabilizing mechanism even for a 10 French sheath,
and also ignores its value as a safety mechanism to facilitate
recatheterization of the internal iliac artery, should access to the
iliac branch be lost during this maneuver.
In our experience, we have not found the presence of a lax
0.018 inch through-and-through wire to be a significant impedi-
ment to successful catheterization of the internal iliac artery, nor
have we encountered the significant problems with friction and
entangling that the authors describe. Of course, if the authors have
been using a 0.035 inch wire for through-and-through access, then
such difficulties will occur unless a larger sheath is used. The
through-and-through technique for iliac branch graft insertion is
also an essential part of thoracoabdominal branch graft placement
(using a 0.014 inch wire), providing the stability necessary to allow
successful catheterization of the visceral vessels.
We do not agree that the described modification of the stan-
dard technique to one that involves passage of the larger 10 French
sheath across the aortic bifurcation and early withdrawal of the
through-and-through wire will make the procedure easier or safer
as the authors state.
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